Urology is a relatively small speciality with a large number of patients, and a very useful placement for GP trainees. It is full of bitesized procedures and manageable protocols so you can become relatively independent during a placement. You will be asked to see many patients whom others have been unable to catheterise. With a few tricks of the trade you will consistently be able to help these patients and they will be very grateful for it. Most of these tips are as useful in the primary care setting as they are in a job in urology.
1. There are very few actual urological emergencies and they are uncommon; testicular torsion, priaprism, an infected obstructed kidney, and severe renal trauma are the only things that will legitimately wake a consultant overnight.
2. Urological procedures are generally uncomfortable. Be honest with the patient about this. A good warning about the level of discomfort doesn't normally put patients off and may conversely lead to praise when it is better than expected.
3. Local anaesthetic gel doesn't 'numb' anything it only takes the edge off at most. Leave it for a good 1 minute to work.
4. Offer a chaperone. Don't get complacent, even for examinations on patients of your own sex. 11. Inflate the balloons with sterile water, not saline. Saline crystallises within the balloon, and then it can't be deflated.
12. Three-way catheters can have 30-40 mls in the balloon, make sure it is all aspirated before removing it.
13. If the catheter balloon doesn't deflate, cut the end of the port off.
14. Large prostates do not shrink the lumen of the urethra, they kink its path thereby changing the angle of the urethra leaving the prostate. Coudè tip catheters have a curved end that helps passage through the kinked prostatic urethra.
15. With prostatic obstruction, you will feel the catheter coiling in the bulbar urethra try:
a. two anaesthetic gels; b. using a larger catheter; preferably long term as they are stiffer; c. straighten the penis vertically; d. insert until resistance is hit, before dropping the angle of the penis towards the bed and push further, and hopefully you'll be successful; e. if not convinced, insert to the hilt, and wait (up to 30 seconds!). The catheter often seems to find its own way in; f. a coudè tip catheter is the next step;
and if you have still failed, stop and seek help. You may be damaging the urethra.
16. Try to do some flexible cystoscopies. This will give you a much better understanding of urethral anatomy, and helps with your catheterisation skills.
17. In an uncircumcised man always replace the foreskin.
18. Penile tip pain in catheterised patients is due to bladder spasm onto the catheter balloon, rather than penile irritation. 25. Retention with a residual volume of >600 mls warrants observing for 6-12 hours for diuresis, which may require fluid replacement, and test for renal function.
26. Retention with a residual volume of <600 mls can be discharged once catheterised, for a trial without catheter (TWOC) in the community when the cause, for example, constipation, prostatic hypertrophy, urinary tract infection (UTI), has been treated.
27. There is no point measuring a prostatespecific antigen (PSA) in the acute phase, it will be falsely high. Arrange for it to be taken after 6 weeks while awaiting outpatient appointments.
28. In high pressure chronic retention the catheter should always be left on free drainage. Never TWOC them before the patient has had definitive treatment for the cause of their retention.
29. Bilateral hydronephrosis and renal failure unresponsive to catheterisation is caused by ureteric obstruction and will require a nephrostomy(ies).
30. An infected obstructed kidney is an emergency, and requires a nephrostomy or retrograde stent ASAP. Provenance Freely submitted; externally peer reviewed.
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